Scliwannomas are benign peripheral nerve sheath tumors that occur throughout the body. They may present as either solitary or multiple masses. They rarely occ ur in the nasal cavity. The diagnosis is of ten made only aft er histologic examination. Because these lesions are radio resistant, the preferred treatment is complete surgical excision. We present a new case of a schwannotna of the nasal cavity.
Introduction
Schwannom as (neurilemmomas, neuromas) are benign tumors of the perip heral nerve sheaths. They were first established as a pathologic entity by Verocay ' in 1910, and they were cla ssified into two types, A and B, by Antoni? in 1920. These lesions typically present in the third through sixth decades of life. Their estimated incidence is I per 3,000 births, and two to four times more women than men are affecred.'? Solitary schwa nnomas can occ ur throu ghout the body. Approximately one-third arise in the head and neck; they usually involve the VIIIt h cranial nerv e and the nerves located in the para phar yngeal space.i" Lesions presenting in the paranasal sinuses and nasal cavity account for approximately 4% ofhead and neck schwannomas. " Solitary nasal cav ity lesions are rare. We found only 62 reported case s in the English-language literatur e from Janu ary 1943 through December 2006. 7 • 26 In this article, we describ e a new case of a solitary schwannoma of the nasal cav ity. Endoscop ic exa mination detected a septal deviation to the right and a gray mass that filled the left posterior choana and extended across the nasophary nx to the right side. Comput ed tom ography (CT) revealed that the softtissue mass had arisen between the left inferior and middle turb inates and extended posteriorly through the left choana and into the nasoph arynx (figure I). The vomer was displaced toward the right, and there was no evide nce of bone destruction. The paranasal sinuses were clear, and the ostiomeatal unit s were patent.
Case report
The patient underwent endoscopic removal of the mass unde r general anes thesia. Intraoperatively, the mass appeared to be attached to the left posteri or septum by a pedicl e (figure 2). Endoscopy confir med that the mass had obstructed the right and left choanae. On palpa tion, the mass felt firmer than a polyp. Attempts to aspira te it were unsuccessful , so the pedicle was divided with turbinectom y sciss ors, and the base was cauterized. Because the mass was too large to deliver through the nasal cavity, it was gently pushed into the nasopha rynx and retrieved through the ora l cavity.
On gross exa mination, the mass was encapsulated. It measured 3.6 x 2.5 x 2.1 em, and it had a rubbery consistency. Microscopic exa mination revealed spindle cells with rare mitoses, and immun ohistochemi cal stains were positive for S-I 00 protein (figure 3). These findings were co nsiste nt with a diagnosis of a schwannoma.
The patient's postoperative course was uneventful, and she exhibi ted no evidence of a recurrence at the 4-year follow-up.
Discussion
Symptoms of schwa nnoma are nonspecific and occur as a result of the mass effect or necrosis of the lesion. Patients with a nasal cavity schwannoma may present with nasal obstruction, rhinorrhea, or recurrent epis taxis. Facial swelling and pain are more commonly asso ciated with paranasal sinus involvement .' :" Schwannomas are solitary, encapsulated masses that may arise on the surface of the nerve of origin or within the nerve. It is usually not possible to identi fy the nerve of origi n in cases of sinonasal schwannoma, as was the case in our patient. window settings help to differentiate a schwannoma from a more inva sive tumor. Schwannomas are slowly growing lesion s, and they tend to cau se expansion of the bony skeleton rather than the destruction that is seen with cancerous lesion s." The diagnosis is often made only on histolo gic examination. Histolo gically, a schwannoma must be differentiated from a neurofibroma, myxoma, fibrosarcom a, and fibrou s histioc ytoma.':'
Schwannomas of the nasal cavity are usually described as polypoid masses of hard to elastic consi stency.They may be tan-white or red , and they can occur as a solid or cy stic mass. Microscopically, they can exh ibit two architectural patterns-Antoni type A and Antoni type B-in diffe rent proportions ( figure 3 ). Antoni A tissue is made up of an organized, compact cellular stroma with elongated spindle cell s. Parallel row s of palisading nuc lei (Verocay bodies) can be seen in this highly differentiated tissue . Antoni B tiss ue is made up of disorganized , loose myxoid stroma with few spindle cell s. Vessels with thick , hyalin ized wa lls are often pre sent , as are degenerative changes, which are usually seen in the hypocellular areas. " S-IOO protein, a neural crest marker antigen , is common to the supporting cell s of the nervous system . S-l 00 staining is present in tumors derived from Schwann cells and me lanocytes. Expression is reduced in Antoni B tissue and malignant tissue becau se they have a lower relat ive density of Schwann cell s than doe s Antoni A tissue . The S-IOO stain is also useful in excluding diagnoses of fibrosarcoma and fibrous histiocytoma, which are uniformly Sol OO-negative. 3 Schwannomas are radioresistant, so the preferred treatment is complete surgical exci sion ." Because benign schwannomas tend to grow slowly and nonin vasively, functional and cosmetic consideration s should be emphasized over a radical surgical resection." nonob stru ctin g, and the stent was easily adj usted via endo scopic guidance without posing a risk that it would become embedded in the wall s of the bronchu s. Dav is et al have documented the use of this stent for external compression secondary to congenital vascular anomalies.' We furthe r advocate this stent for use in infants with segmental bronchomalacia when long -term endobronchial stenting is required or when correcti ve surgery is not advisable.
